I. INTRODUCTION
This article examines the way three different occupational groups of complementary and alternative medicine (CAM) practitioners are responding to the opportunities for self-regulation that were opened up by the government of Ontario when it passed the Regulated Health Professions Act (RHPA) in the early 1990s.
The government instituted the RHPA to further two main goals: one, to enhance public protection and choice by subjecting more professions to a standard form of regulation (Health Professions Legislation Review (HPLR) 1989; Bohnen 1994:1) , and two, to control mounting health care costs (Best & Glik 2000; Coburn 1999 ), by, for example, allowing less expensive types of practitioners to provide a wider range of services.
When the act was promulgated, twenty-three health care professions had been identified by the government's review process as appropriate for self-regulated status under the RHPA. In addition to the already well-established health care professions such as medicine, nursing, and dentistry, several less established groups such as chiropractic, midwifery, and audiology were included. This was a result of the government's decision to open the door to new health occupations and go beyond the monopolistic framework which had previously governed self-regulated health professions (Alder 2001:1) .
Today, other health care occupations are seeking to achieve professional selfgovernance. It is important to understand that self-regulation is embedded in a larger process of professionalization. These occupations believe that self-regulation would achieve two purposes: first, to offer credibility to their therapeutic modalities and thus expand the market for their services, and, second, to provide protection for the public from unqualified, incompetent, or unscrupulous practitioners who are either not well trained or do not treat patients within ethical and practice standards.
They see self-regulated status as a key component in the process of professionalization and securing social legitimacy.
We begin by providing an outline of the regulatory framework as part of the professionalization process under which these groups are trying to fit into the health care system. Second, we look at the ways the leaders of three CAM occupations (naturopathy, homeopathy, and acupuncture/traditional Chinese medicine) who are seeking inclusion under the RHPA, are striving to achieve this goal by responding to the framework for regulation established by the government.
Third, we examine the ways other groups of health care professionals are reacting to these attempts by the three CAM groups, and analyse the barriers the groups face in their pursuit of self-regulation. Finally, we discuss the implications of self-regulated status for the process of professionalization.
Whether the claims of these CAM groups for professional status will be recognized depends on a number of factors including: (1) the internal systems within the CAM occupations (jurisdiction over expert knowledge and control of work within a group), (2) the reaction of the external system of professions (jurisdictional disputes with already established health care professions), and (3) whether there are existing vacancies within the health care system.
A. FOLLOWING IN THE FOOTSTEPS OF MEDICINE
At the beginning of the twentieth century when medicine was seeking to achieve self-regulated status and to professionalize, it was able to carve a unique place for itself at the top of the healing hierarchy. Medicine shifted to a scientific model, standardized its educational programs, and established itself in university settings (Flexner 1910) . Bio-medicine became the dominant form of healing with monopolistic powers accorded to physicians and endorsed by the state. Nonallopathic practitioners were driven out of the field and into an underground status as their knowledge bases and therapeutic practices were discredited (O'Reilly 2000; Porter 1989; Saks 1995 Saks , 2000 .
Subsequently, medicine succeeded in gaining self-regulation and professional status by establishing colleges and educational institutions, associations, standards of practice, and ethical reviews. All of these helped to stake its claim to jurisdiction over health care and were accomplished with little organized opposition at the time.
Today, medicine, and to a lesser degree, nursing and dentistry, occupy the preeminent positions among the health care professions in Western societies.
Complementary and alternative medicine groups wishing to professionalize try to follow the same pathway. However, the political, social, and economic environments have changed substantially. A major obstacle to professionalization is the need to establish jurisdictional control in the face of organized opposition from the dominant health care professions. While medicine set the pattern for professionalizing a health occupation, Abbott (1988) points out that attempts following the medical example may still be unsuccessful in staking a claim to professional status. He argues that success depends on the existence of a vacancy in the health care system or a lack of opposition from strong competitors in the fight for jurisdiction. Chiropractors in Ontario are a good example of a group of health professionals that has succeeded in gaining self-regulated status, but they are still meeting opposition from the medical/scientific community and have yet to achieve full professional legitimacy.
1 For a health occupation today, there is no longer an automatic progression from self-regulatory status to full professional status as was the case for medicine (Blishen 1991 Wilensky (1964) and Caplow (1954) have posited specific characteristics such as an association, long training, and ethical standards of practice that must be attributed to a group before it can be considered a profession. There has been little agreement, however, about the precise configuration of traits that are required for a profession (Saks 2000) .
Functionalists such as Goode (1960) and Barber (1963) argue that a complex body of expertise that is significant for the society is what distinguishes a profession from other groups. This expertise is associated with a collective orientation, meaning that it is applied in a manner that meets the functional needs of the society and/or the relationship between professionals and their clients (Saks 2000) . Functionalist scholars maintain that groups which succeed in achieving professional status are awarded superior economic and social status as well as occupational autonomy.
This approach to defining a profession has been criticized as static and paying insufficient attention to conflicts over power and occupational selfinterests that characterize the process of professionalisation. The more recent neo-Weberian perspective places the emphasis on the structural location of professions in society.
It also introduces the concept of social closure (Collins 1990 ) -the effort to eliminate competition by restricting access to a limited group of eligible members and creating a monopolistic market for their services. Using this concept, Macdonald (1995) defines a profession as an occupation, based on credentials, with a legal monopoly of social and economic opportunities. The process of professionalization is seen to be a political one which takes place in a market-based context.
Occupational groups struggle to gain social closure through turf battles between professionalized and professionalizing groups (Saks 1996) .
This perspective also has some limitations. It does not fully account for interactions among professional groups, nor does it allow for processes other than exclusion for determining who gains control (Welsh et al. 2002) . Another approach has been proposed by Abbott (1988) , who points out that professions are organized into a system. He argues for examining the whole system of professions rather than focussing on individual professions in isolation. In his view, the jurisdictional claims made by members of a profession, as they assert their authority and/or strive to gain status, are inextricably linked to the claims of others.
Abbott claims that in occupational groups such as the CAM groups examined here, it is the contest over where they will find space for their claims of expertise in the industry that will ultimately determine whether they achieve the status of a profession. In this article, we add an understanding of jurisdictional battles within the three CAM groups to the concept of social closure. Additionally, we present an overview of the government's regulatory structure and the impact of responses to it on competing groups within the total system of health professions.
As we examine the ways in which naturopaths, homeopaths, and acupuncture/traditional Chinese medicine practitioners seek to achieve professional status through the regulatory process, we question: (1) Will they follow the pathway to professionalization established by medicine or will they create a new pattern? (2) To what extent do the particular characteristics of a group influence its ability to achieve social closure and establish jurisdictional boundaries? and (3) In Canada, regulation of health care providers falls under provincial jurisdiction.
While the legislative regimes adopted by individual provinces vary, all provinces have delegated a large measure of power over, and responsibility for, governance, to at least the more accepted health professions. In practical terms, this means that the rules governing the practice of those professions and the institutions that formulate and implement them have the imprimatur of the state, and that the state will support both the enforcement of those rules and the sanctions imposed for their breach (Moran & Wood 1993:23) . Such self-regulatory regimes represent a significant interpenetration of public and private institutions (Freeman 2000:547 The review's central premise was that ''[T]he important principle . . . is that the sole purpose of professional regulation is to advance and protect the public interest'' (HPLR 1989:9) . With that in mind, it identified nine criteria to evaluate which groups should be accorded self-regulated status. 2 It focussed on a number of key questions (ibid.). The first concern was jurisdictional -should the Ministry of Health assume responsibility for regulating the profession? Second, was statutory regulation of the profession necessary -that is, was there a ''significant risk of harm to patients''
and were existing control mechanisms (e.g., monitoring, supervision, and other forms of regulation) sufficient? Third, would regulation of any kind be feasiblewas there a body of knowledge that could form the basis for the profession's standards of practice and appropriate Canadian post-secondary training available?
Finally, the review body considered whether professional regulation was practical to implement -were there sufficient members, were they amenable to regulatory control, and were they able to favour the public interest over professional selfinterest? After lengthy consideration by the review body, the government of The legislation imposes the same general regulatory template on all twenty-three health professions to which it applies, from physicians and dentists to massage therapists. Each of the regulated professions is also the subject of a professionspecific statute outlining its scope of practice, the controlled acts its members can perform (if any), and titles restricted to members. Professional misconduct is defined in both profession-specific regulations and generally applicable provisions of the RHPA.
An example will help to illustrate these points. Medicine, physiotherapy, and chiropractic are among the professions regulated under the RHPA. The scope of practice of each is described differently in their profession-specific statutes. Yet all three are authorized to perform the same controlled act: ''moving the joints of the spine beyond the individual's usual physiological range of motion using a fast, low amplitude thrust'' (RHPA 1991: § 27(2)4). Despite differences in their training, qualifications, and the orientation of their practices, each is identified as an appropriate provider of this treatment. Conversely, people who are not members of those professions cannot perform that type of treatment unless delegated to do so.
The underlying rationale is that the procedure, indeed all the controlled acts, have been judged to carry a significant risk of harm if provided by individuals without the requisite training or supervision.
More than seventy-five groups of health care providers sought inclusion under the RHPA during Ontario's legislative review process in the 1980s (HPLR 1989:2) . Twenty-three were ultimately included in the RHPA, which came into force in 1993 (RHPA 1991: § 11). The statute anticipated that the list of regulated health professions might not remain static, and included a process to deal with requests by other groups seeking self-governing status under its umbrella. It provided for the creation of a government-appointed review body, the Health Professions Regulatory Advisory Council (HPRAC), whose members are appointed by the minister of Health. Their responsibility is to advise the minister on policy matters, including whether currently unregulated health care providers should be regulated (RHPA 1991: § 11) . The minister referred the question of granting self-regulated status to naturopathy, acupuncture, and acupuncture/TCM to HPRAC in 1994. It submitted its reports in 1996. However, the committee's role is only advisory, and no action resulted except that, following a change of government, the minister asked it to reactivate the three referrals and review its earlier findings in 1999 (HPRAC n.d.c). In late 2000, public release of the 1996 reports was authorized (HPRAC 1996a (HPRAC , 1996b Next we describe the situation of the three CAM occupations that are the focus of our paper and their place in the current system of health care in Ontario. Since their initial bid for inclusion was rejected, the leaders of the group have been lobbying and making submissions to HPRAC for self-regulation. The naturopathic leaders we interviewed expressed considerable frustration regarding the years they have spent in this process. They have made several different submissions to HPRAC, which involves a great deal of work and consultation.
Several leaders explained the delays by saying that they had not done a good enough job of explaining naturopathy to the government and to the public at large. ''It was clear that they did not know who we were. . . . We know who we are but no one else does and we have to do a better job of getting our message out.''
Characteristics of the Group
The naturopaths are far better organized and more united than either the homeopaths or the acupuncturists/traditional Chinese medicine practitioners.
Nevertheless, the leaders still believed it necessary to encourage more cohesion within the group. During the past two decades, they have worked to build a comprehensive organizational structure that has allowed them to mobilize resources and membership. Recent estimates indicate that presently there are an estimated 270 active practitioners in the province (Hough, Dower & O'Neil 2001) . They now have a national organization and provincial associations in seven of the twelve provinces of Canada. The Canadian College of Naturopathic Medicine, the primary educational institution in the country, is located in Ontario and has experienced significant growth, graduating over one hundred students in the past year. The college currently exerts most of the leadership for the naturopathic group.
Despite some recent progress, the provincial and national associations still take a secondary role. While naturopaths are agreed on the desirability of self-regulation, there still appears to be some conflicts among them. The naturopathic leaders expect that agreement within the group will improve as new, better educated, and more numerous graduates begin to assume leadership roles in the group's organizational structure. 
The greatest challenge for the acupuncture/TCM group is overcoming differences and increasing cohesion amongst themselves. Some of the leaders were aware of this imperative, but recognized that it would be difficult to pursue this strategy. As one leader explained: ''They have to get their act together. Historically, the regulated health professionals like doctors and chiropractors did not get along so well, but they have come to peace with each other and then gotten regulated. The
Chinese organizations still have too much infighting.'' This same leader believed it would be necessary for the government to step in and force the various factions to overcome their acrimony: ''I think that eventually some kind of mediator is going to have to come in and try to make some peace. We have to pull together and have a referee.'' With so many different backgrounds and diverse approaches to healing, the contending interests among this group make it unlikely that the leaders will be able to increase the level of cohesion in the near future.
D. SUMMARY
The characteristics of the three groups can be summarized in the following ways.
The naturopaths are the most organized and most cohesive of the three occupations. Both the homeopaths and the Acupuncture/TCM practitioners are divided into competing factions and in the case of the latter group, by discrepant ideas about how their treatments should be administered and who best to provide them. In all three groups there is evidence of internal battles over jurisdictional claims.
In making their claims for the right to self-regulation, the leaders we ''The problem is that there is no clearly defined scope of practice.'' Another problem mentioned by a leader was their concern that ''regulation may have the effect of limiting our scope of practice so that in a case where we can really do ten things to help, we are only allowed to do three.''
For the naturopaths, their overlapping scope of practice makes it difficult to achieve social closure for their speciality and to make distinct jurisdictional claims. The homeopaths have the most clearly defined scope of practice of the three occupations. It would seem that this would give them an advantage but, given their internal jurisdictional battles and fragmentation, it has had little impact. Like the naturopaths, acupuncture/TCM practitioners perform many kinds of treatments which are administered by a variety of health care providers. They, too, will find it hard to achieve social closure.
VI. EDUCATION AND TRAINING
Quality education and training for practitioners has been highlighted as a key requirement for self-regulation (HPLR 1989:9) .
A. NATUROPATHS
The Canadian College of Naturopathic Medicine, the only educational institution in Canada for naturopaths, is located in the province of Ontario. It has worked to upgrade its standards and now has an accredited four-year, full-time professional
program. 6 The leaders were aware of the necessity for naturopathy to establish its credibility by ensuring high quality training for its practitioners, which includes a background in biology, chemistry, and psychology. Several naturopathic leaders stressed the importance of strengthening the scientific base of their college as a future goal. Some also talked about the desirability of having a library link to widespread data sources, in order to enrich naturopathic education. The education and training of the other two occupations suffer from a lack of consistency across schools both in terms of curriculum and in the standards expected of graduates. They have a lot of work to do before they can approach the level of education established by medicine.
VII. STANDARDS AND QUALITY OF PRACTICE
The naturopathic leaders believed that the standards of practice followed by their practitioners protect their patients from harm. On the one hand, they argued that naturopathic medicine uses safe, gentle, non-invasive therapies which maximize the body's inherent self-healing capacity. On the other hand, the leaders asked HPRAC for authorization to perform procedures that are controlled acts under the RHPA, thus implying that they recognized a risk of harm in some of what they do (HPRAC 1996b) . Where there is no risk of harm, the case for inclusion under the RHPA is weakened. In light of this, the leaders have to be careful when making their arguments.
To ensure that all naturopathic practitioners are providing a service of the highest quality, the leaders were convinced that naturopathy would have to be included under the RHPA. They believe that their current status (i.e., regulation under the Drugless Practitioners Act) does not give them sufficient authority to effectively enforce a uniform quality of practice. This is a concern to many of the leaders who want to improve the image of naturopathic practitioners.
B. HOMEOPATHS
Most of the leaders expressed confidence in the quality of homeopathic practice.
They described their treatments as safe, non-toxic, and non-invasive with minimal side effects. Some, however, qualified these claims by arguing that homeopathy is only safe when it is practiced by people with high standards of training and clinical experience. As one leader put it: ''Homeopathy is safe but it is safe only in the hands of a professional practitioner . . . a person who really knows how to give it, how often to give it, how to combine it, and when to stop giving it.'' A few of the leaders realized that their credibility with government would be enhanced if the homeopaths could agree on a common set of standards and qualifications. The various groups in the province, however, have not yet been able to arrive at a consensus. As one leader said: ''We need to become more unified as a profession, but we have not made much progress yet''.
C. ACUPUNCTURISTS/TCM PRACTITIONERS While the leaders of the different groups among TCM doctors and acupuncturists did not agree on how standards of practice should be applied, they all believed that regulation would ensure high standards. At present there are serious difficulties involved in making certain that all their practitioners are delivering high quality care. A leader pointed out that it is impossible to control practice at the present time: ''There are some scary people practicing out there. This is a concern, but part of the problem is that there is no regulation and no clearly defined scope All three groups of leaders expressed the hope that self-regulation will answer the problem of establishing and enforcing agreed upon standards of practice. At present, each group is unable to accomplish this on its own, but without these standards they will have difficulty gaining self-regulated status. Ensuring high standards of practice was a key step in the professionalization of medicine. These CAM occupations have yet to reach the point where they can coalesce internally in order to implement a common set of practice standards across each group.
VIII. RESEARCH
Evidence which validates the effectiveness of its therapies definitely supports the case of a group seeking self-regulating status.
A. NATUROPATHS Leaders of the naturopathic group understood that they need more research to demonstrate the safety and efficacy of their practices. They saw it as a necessary step for becoming regulated and achieving professional recognition. A leader argued that: ''We have to better demonstrate our efficacy. We need to do more studies so that we can go to a government policy person and say, this is how we can be integrated into the health care system and save it money.'' Not all the naturopathic leaders were as enthusiastic about doing scientific research; some were happy to rely on clinical evidence of patient successes, saying that they have been healing patients for a long time and have many successful cases to draw upon.
As one leader said, ''I don't think we need to do double blind studies, but I do think we need more clinical evidence of efficacy and more outcome studies. '' B. HOMEOPATHY Research that demonstrates the effectiveness of homeopathy was also mentioned by some of the leaders as a way to improve its status, but there was less emphasis on this than among the naturopaths. The leaders were split on this issue. Some believed that they must continue to develop research and pursue scientific explanations of how homeopathy works. One of the leaders said: ''We need a lot of research. This is absolutely vital for homeopathy because one of the biggest cards for our opponents is that there are not enough double blind studies done on homeopathy to prove its efficacy.'' Others were convinced that sufficient proof already exists. As one leader put it: ''It is already proven all over the world. There is a two hundred year history of case histories.'' C. ACUPUNCTURE/TCM PRACTITIONERS Among this group of leaders, research was not seen as a necessary condition for achieving regulation. Few mention using research on efficacy and costeffectiveness to further their goal. Most believe that there is already ample proof that their therapies work and can save money for the health care system. One leader claimed: ''Its longevity has already proved its efficacy -over 5,000 years! It has been tested on millions, if not billions of people in the world and it is proven daily in my practice.'' There was no reference, however, to the fact that scientifically acceptable proof could be of critical importance in justifying their requests for regulation. In spite of the fact that there is a growing body of clinical research on acupuncture that demonstrates its efficacy for specific conditions such as pain control (Berman 2001) , the leaders did not refer to these studies.
D. SUMMARY
It was only the naturopaths who mentioned the need for scientific research as a means of gaining professional recognition and legitimacy. Homeopathy and acupuncturists/TCM practitioners were content to rely on historical evidence. We have reviewed the statutory framework that applies to self-regulating health professions, the legal status of unregulated practitioners, and the efforts of naturopaths, homeopaths, and acupuncture/TCM practitioners to be included under the RHPA.
We now consider the ways in which health professions which have already gained statutory self-regulation have responded to these groups' efforts to move into the system. Regulated health professions are able to impose limits on unregulated practitioners by enforcing the various prohibitions in the RHPA, either through the offence section of that statute, or by seeking a restraining order from a court (Steinecke 1995) . While these provisions are rarely used, they nevertheless shape what unregulated CAM practitioners can and cannot do. Self-regulated bodies can also have considerable influence on government policy.
When questions arise about whether new groups of health care providers ought to become regulated professions, established health professions will frequently enter the fray to claim that the newcomers should not be allowed because, for example, what they do has no basis in science and their training is not sufficiently rigorous. Indeed, arguments used against one profession may be adopted and used by that profession once it has achieved selfregulation to add weight to its claims that others ought not be allowed that status, or that the newcomers' scope of practice ought not overlap with theirs. In British Columbia, for instance, the College of Chiropractors, in its submission to the Health Professions Council on the question of naturopath's scope of practice, stated that naturopaths had ''failed to provide evidence of their training and education to support their request for expanded scope of practice in the area of spinal manipulation'' (British Columbia. Health Professions Council 1998) . It is interesting to note that this is the same kind of criticism physicians had leveled against chiropractors for years.
Other, more indirect possibilities exist for self-regulated health care professions to limit the practices of unregulated practitioners. These include seeking to expand their own profession-specific scope of practice statements in provinces with licensure regimes. In the province of Ontario, they can ask the government to amend the list of controlled acts under the RHPA so that additional health care services can be provided but only by specified regulated health professionals or their delegates. The latter tactic might be coupled with a more aggressive ''incorporationist'' approach to particular CAM modalities. This would involve accepting them as beneficial health care services but, at the same time, asserting that the dangers inherent in their provision are sufficiently serious that only members of particular regulated health care professions should be permitted to provide them. Such an approach would create serious barriers for CAM occupations attempting to achieve social closure for their therapies and practices.
Health insurance provides another mechanism for controlling entry of CAM occupations into the larger health care system. Decisions about coverage by both public health insurance and private plans significantly affect access to and availability of CAM services. In Canada, all residents are covered by universal public health insurance for ''medically necessary'' services. The focus of that coverage is on services provided in hospitals or by physicians (Gilmour 2002 (Naylor 1999) . Canadians can also purchase private health insurance for services not covered by the public plan. While this operates in a limited sphere, it increasingly includes various forms of CAM, making these services more available to growing numbers of people.
It is apparent, then, that even unregulated practitioners are controlled indirectly, not only through laws but also through other procedures and institutions. These include the statutory powers granted to regulated professions to restrict unauthorized practice and titles, the structure of health insurance systems, as well as institutional policies excluding CAM practitioners from hospitals and other institutional settings. These mechanisms provide opportunities for the health professions that are already established in the system to protect their jurisdictions from CAM occupations and prevent, or at least delay, their acceptance into the government's system of self-regulation.
Additional barriers to achieving self-regulation are inherent in the CAM occupations themselves. Some may not have a sufficient number of members and the resources required in order to establish the necessary infrastructure to supervise the quality of education and practice. A major barrier for homeopaths and acupuncture/TCM practitioners is the lack of cohesion among them. Without a unified voice, it is difficult to formulate the policies required to move forward.
Competing schools and associations make it extremely difficult for these occupations to satisfy the requirements for regulation. Further, although cost constraints and restructuring in health care make expansion of the limited public health insurance coverage that exists to CAM services unlikely, self-regulated status could make these practitioners more acceptable to private insurers, simultaneously increasing demand for and access to their services.
Integral to the regulatory system is a scope of practice statement that is specific for each profession. This would provide a statutory definition of the profession's expertise that would inform members, other health care providers, insurers, employers, courts, educators, and the public of their recognized practice area.
This information would make it easier for consumers to make appropriate choices about the kinds of health care they require. 7 It is beyond the scope of this article to do more than reference that debate. However, in deciding whether to extend self-regulatory status to other occupations, government has to determine the adequacy of the regulatory model as well as its appropriateness for these CAM groups. And it must do so in light of the reality that there is growing public demand for and use of various forms of CAM. This factor makes it increasingly urgent that the state devise a regulatory framework that can ensure safety and accountability.
XI. CONCLUSION
In the end, we need to ask what is the relationship between gaining selfregulation and attaining full professional status? In making their case for selfregulation, the three occupations examined here are developing many of the traits associated with being a profession. For example, naturopaths have created a single national organization to speak for them and one training institution with professional accreditation. Nevertheless, these characteristics alone do not make a profession. One of the essential aspects of professional status is that a group is able to achieve social closure for their practices. These occupations, however, are hampered in this respect by lack of internal cohesion, battles over jurisdiction, and the lack of clear vacancies in the health care system for additional professional groups (Abbott 1988) . The introduction into the regulatory framework of the notion of nonexclusive ''controlled acts'' rather than exclusive scopes of practice for each profession with the passage of the RHPA also makes it difficult for CAM occupations to bring about social closure.
The professionalization process that worked for medicine is unlikely to work for CAM occupations. Even if the three CAM occupations succeed in meeting the criteria for self-regulation established by the review and advisory bodies the government has appointed, this will not necessarily confer professional status or lead to full acceptance within the formal health care system. Statutory selfregulation will not provide a monopoly for some of the controlled acts performed by CAM groups such as acupuncture or spinal manipulation. Nor will it prevent established health professions from trying to discredit the newcomers as demonstrated by recent adverse critiques of chiropractic by some members of the medical profession (see, e.g., Katz 2001) . In addition, competition between CAM occupations can stand in the way of any one group achieving the status of a profession. Finally, each CAM occupation suffers from lack of consensus about critical issues such as scope of practice, educational, and practice standards, and the need for scientific research. It is clear that statutory self-regulation is a necessary but not sufficient condition for professional status. Even if the CAM occupations discussed here clear all the hurdles for inclusion under the RHPA, they will still face barriers to attaining professional status.
In conclusion, it is important to recognize that the philosophies and orientations toward health care that characterize these three groups differ fundamentally from those of conventional medicine. However, in seeking to achieve the status of statutory self-regulation that has been applied to mainstream health professions, the leaders are struggling to fit their unique conceptions into a strikingly different paradigm of health and health care. The language and categories they are using to promote their goals are framed by the influence the medical model exerts on the state. They are talking about scope of practice, education, training, standards of practice, and research in ways similar to the medical profession as they strive to meet the criteria originally developed by the government-appointed review body.
The question remains as to whether these groups can retain their unique identities while at the same time fitting within the model imposed by the state. 
